
From:______________________________ 

Date:______________________________ 

Re. Community Palliative Care  

Patient:___________________________ 

DOB:_____________________________ 

This patient is being referred for Community Palliative Care. The Referral/Order form is 
attached, and the information below has been included.   

• Referral/Order form
• Demographics/including complete Social Security #
• Insurance Information/cards
• POST/Advance Directive forms
• H&P
• Most recent progress note
• Specialist/consultant notes
• Current Medication List

P: (208)772-7994  F: (208)209-8509 

10/2024 

®



 
 
 
 

REFERRAL FORM 
Patient information 
Last name:__________________________  First name:__________________________  Middle initial:_______ 

Date of birth:________________________   Phone:__________________________________ 

Contact person:______________________  Relationship:__________________  Phone:___________________ 

Schedule appointments with:    ☐  Patient   ☐  Contact person 
 

Provider information: 
Primary care physician (PCP):________________________________ Phone:___________________________ 
 
Referring provider if different from PCP:_______________________ Phone:___________________________ 

 
Reason For Consult: 
 ☐  Complex Symptom Management (specify) _______________________    ☐  Goals of Care Discussion 

 ☐  Code Status Review        ☐  Advanced Care Planning (completion of POST and Advanced Directives) 

☐  Pre-hospice Consultation       ☐  Patient/family chronic illness-related counseling with social worker 

 ☐  Chronic Illness or dementia education/caregiver support    ☐  Other (specify in comments) 
 
Primary Diagnosis:__________________________________________________________________ 
 
CPC provides expert multidisciplinary palliative care consultation through comprehensive management of complex 
symptoms for those with life-limiting illness. Chronic pain management NOT associated with life-limiting illness should 
be referred to a pain management clinic. Untreated/undiagnosed psychiatric illness requires evaluation by a behavioral 
health specialist. 
 
Comments:________________________________________________________________________________ 
 
___________________________________________________________________________________  

 
Consultation Type: 
   ☐   Co-management/shared care (care recommendations sent to referring office) 
   ☐   Provide management of symptoms related to palliative diagnosis  

Comments:________________________________________________________________________________ 
 

 
 

 

Completed by: _____________________________________________________        Date: ____________________ 
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